Analysis of currently available data on mortality and morbidity indicates that the ma jor organic illnesses o f childhood, and their developmental consequences, are suscepti ble in part to the technical interventions o f American medical science. Environmental forces, however, exert a powerful impact on the health o f children in the United States, manifested both in the disproportionate toll of most organic diseases on poor and nonwhite populations and in such increasingly important symptoms of familial, social, and behavioral distress as child abuse, accidents, and childhood suicide. Review of the nature, quality, and distribution o f child health services demonstrates a systemic inability to reach and treat the children most in need of them. A rational basis for child health policy includes: appropriate concepts o f health, disease, and preventive and therapeutic intervention: a capacity to acknowledge, to measure, and to act on the familial and environmental, as well as the medical, sources o f illness; an orientation to the developmental and social implications o f good and poor child health; and a commitment to enable all children to receive health services.
(deaths in the first year of life per 1,000 children born alive) declined from 24.8 to 16.5. The major portion of this toll still occurs during the first month of life.
There remain, however, great disparities among the rates for children of differing racial backgrounds and geographic settings (Wegman, 1975) Causes of infant mortality and corresponding infant mortality rates for 1974 are congenital anomalies (2.9), influenza and pneumonia (0.9), birth injuries (0.6), asphyxia of the newborn, un specified (1.5), immaturity, unqualified (1.5), other diseases of early infancy (5.3), certain gastrointestinal diseases (0.3) and all other causes (3.7). If one considers that in 1973, the United States placed sixteenth in the world in infant mortality, behind East Germany and Hong Kong (Wegman, 1975) , and recognizes the impact on infant mortality of the investments in maternal and child health services in the United Kingdom and Sweden (Wallace, 1975) , it is clear that much of this toll might have been prevented. This is also the clear implication of Kessner's important study of the relationship between services and infant death in New York City (Institute of Medicine, 1973) .
In the population of children age one to four years, the principal causes of death and their frequency per 100,000 estimated popula tion in 1973 (death rate) are accidents (19.6), motor vehicle accidents (12.3), congenital anomalies (9.6), malignant neoplasms (6.4), in fluenza and pneumonia (5.9), homicide (2.5), diseases of the heart (2.1), meningitis (1.6), enteritis and other diarrheal diseases (1.0), cerebrovascular diseases (1.0), and anemias (0.6) (National Center for Health Statistics, 1976a: 359) . For children five to fourteen years Morbidity Although data on acute and chronic illness of children in the United States are available from a number of surveys, we lack such a data base on childhood morbidity as is systematically developed for mortality. This is partly but not exclusively due to the nature of illness in children and to the varying utilization of health services: most symptoms of pediatric illness are limited in duration if not in intensity, and not all come to the attention of health providers.
Useful recent data comes from the household interviews per formed in 1973 and 1974 as part of the National Health Survey (National Center for Health Statistics, 1975) . The most frequent acute conditions reported by parents of children under six years of age (excluding all conditions involving neither restricted activity nor medical attention) with extrapolated incidence estimates in thou sands, are: respiratory conditions (32,486), infective and parasitic diseases (9,864), other acute conditions (9,515), injuries (7,211), and digestive system conditions (2,099). For children six to 16 years of age, the illnesses and incidence estimates are: respiratory conditions (55,558), injuries (16,422), infective and parasitic conditions (13,384), other acute conditions (10,614), and digestive system con ditions (4,593).
Acute illness prompts most childhood medical visits, but poor children are less likely to see a doctor than more affluent children, even though they suffer transient disability more frequently and are more susceptive to handicaps which exert a lasting effect on their productivity (Lowe and Alexander, 1974: 149) . Brain damage and mental retardation correlate closely with low birth weight and prematurity (Niswander and Gordon, 1972), which in turn are as sociated frequently with low social class, minority group status, and lack of access to adequate prenatal care (Institute of Medicine, 1973) .
Malnutrition has been found to be a problem of major impor tance among our country's poor (Carter, 1974; Owen et al., 1974) . Over 10 percent of poor children and over 30 percent of poor infants in some surveys are found to suffer from iron deficiency anemia (Katzman et al., 1972; Filer, 1969; Owen et al., 1971 ). When we realize that roughly one quarter of our nation's children live in families whose income falls below the minimum level considered necessary for adequate nutrition, the magnitude of the problem of undernutrition becomes apparent (National Council on Hunger and Malnutrition . . ., 1972). Despite the law that federal food programs are to be available to all poor families, in 1972 only one-third of poverty-stricken children attending public school were in school lunch programs, and in 1974 only 35.6 percent of poor families par ticipated in food-stamp programs. Indeed, our poorest families can not afford to purchase food stamps (Pollack, 1975) . Childhood malnutrition can be understood-and intervention directed-both in terms of available nutrients and in reference to the child's familial, social, and economic setting which may restrict the availability and utilization of food .
The effects of malnutrition on the growing child may be grave.
Both human and animal studies show that a combination of prenatal and postnatal undernutrition may jeopardize brain development. It has been estimated that nearly 60 percent of all pregnant women with incomes below the poverty level and 44 percent of pregnant women at two to three times the poverty level consume fewer calories than are necessary for the normal intrauterine development of their children (Bergner and Susser, 1970; Livingston et al., 1975) . Malnutrition during the first months of extrauterine life may result in a decrease of up to 20 percent of the normal number of animal brain cells (Winick, 1971 Whitenhurst et al., 1968 ). Yet in 1971, there was a lower dentist-topopulation ratio than in 1951 (National Center for Health Statistics, 1973) . Examination of children enrolling in Headstart programs dur ing the summer of 1966 revealed that between 40 and 70 percent had dental caries (North, 1967) . And, when poor children receive dental treatment, their carious teeth seem more likely to be extracted than filled (National Center for Health Statistics, 1974b) .
Twenty-one million of the 83.8 million youth aged 0 to 21 in the United States required eye care, of whom 180,000 were partially sighted, and of whom 13,000 were totally blind (Rand Corporation, 1974b) . In this same year, approximately 8 million had mild hearing impairment, 440,000 were hard of hearing, and about 50,000 were profoundly deaf (Rand Corporation, 1974b). Many of the conditions which predispose to sensory handicap, such as prematurity, infec tious disease, and accidents, are found disproportionately among the poor and nonwhite populations. Further, the immunizations against measles, mumps, rubella, and Rh sensitivity, which are among the primary tools for handicap prevention, are neither equally nor ade quately distributed (Center for Disease Control, 1975) .
The major organic illnesses of childhood are increasingly being overcome by medical science. Great progress has been made toward the control of infectious diseases, surgical diseases, immune dis orders, and cancer. Amniocentesis has made the antenatal diagnosis of genetic disorders possible, and counseling, birth control, and the increasing acceptance of abortion have made possible the prospect of their elimination (Nadler, 1976 (1974:83) of data on American children in institutions and the goals and methods of institutional programs concludes: "residential child care can operate to achieve constructive and liberative objectives as well as destructive and oppressive ones. The use to which private boarding schools are put demonstrates this. Our child welfare institutions could be transformed into channels for equality, freedom and creativity if, and when, we redefine their social purpose in these terms. To achieve this requires a broad commitment to the intrinsic and equal worth of every child."
The uncritical use of amphetamines among "hyperactive" elementary school children illustrates the willingness with which some professionals may adopt means of suppressing rather than treating the familial, environmental, and endogenous causes of deviant child behavior. "Now that there appear to be at least 300,000 children in elementary schools in the United States on psychotropic medication for school difficulties, and that in one county, the school nurses administer medication to 61 percent of these children, it behooves both physicians and schools to establish a close liaison in their management efforts" (Krager and Safer, 1974:1120) .
Accidents, by far the greatest cause of mortality and morbidity among children, can be considered as part of a complex of illnesses which are socially and environmentally, as opposed to primarily organically, derived. Accidents, child abuse and neglect, plumbism, ingestions of poisonous substances, and failure to thrive, all reflect situations in which a young child cannot sufficiently be protected in a hazardous environment, either from the exigencies of the physical setting dnself, or from his parents' problems in nurturing him.
Plumbism, or lead poisoning, is found almost exclusively in the urban slums (Blanksma et al., 1969 (Needleman, 1975) .
Treatment involves screening, deleading afflicted children with chelating agents, and renovating some seven million units of housing painted with lead-based paint. Atmospheric lead in the vicinity of a secondary lead smelter in Memphis, Tennessee, was associated both with symptoms of lead toxicity and high blood lead levels in smelter workers and their children (Center for Disease Control, 1976a: 85-86):
Such reports emphasize the importance of improved work practices and engineering controls not only in safeguarding worker health, but also in shielding families o f workers from contact with toxic industrial materials.
Although the government is increasingly aware of the problem, money to treat and eliminate lead poisoning has been committed in pitifully small amounts. The few city programs which exist have clearly inadequate resources to control the disease because of limited local funds. Acknowledgment of the problem and the signing of the Lead-Based Paint Poisoning Prevention Act is unfortunately meaningless if the budget does not include adequate funds for implementing effective programs. Accurate incidence statistics for child abuse are not yet available, and can only be estimated. Although the actual numbers of reported cases indicate a nationwide annual incidence of up to 200,000 cases a year, indirectly acquired data from a survey in which a nationwide sample of respondents in a population representative of a standard metropolitan statistical area were asked whether they knew personally of serious injuries inflicted on children during the previous year indicated between 2.5 and 4.8 million cases (American Humane Association, 1976; Gil, 1970) . This extrapolation to the national population has been subject to careful analysis and is felt in general to represent an upper margin of estimate (Light, 1973) . When taken together with estimates of the prevalence of cases on the books of child welfare agencies and the woefully inadequate state of American child welfare services, this indicates a problem of enor mous magnitude (Newberger and Hyde, 1975; Jenkins, 1974; Newberger and Daniel, 1976 ).
The impact on child health of the social acceptance of violence and its promotion on television has recently been underlined by Somers (1976) . Notwithstanding a substantial literature on the ef fects of television violence on children's behavior, the industry, government, and health professionals all appear reluctant to acknowledge and to act on this potent source of harm. Violence sells. Somers quotes S. Strickland's 1975 address to the Women's National Democratic Club (Somers, 1976 The possibility of polio outbreaks is also of concern. In a serologic survey of 289 Syracuse children two to six years old, 55 percent had no demonstrable antibodies to polio virus Type 1, and 62 percent were negative for Type 3 (Lamb and Feldman, 1971) . The population at risk is mainly poor and preschool. Most of the small outbreaks of paralytic poliomyelitis during recent years have con centrated in inner-city areas.
The problem with implementing urgently needed vaccination programs is only partly one of money and of delivery, although these are the major necessary-and lacking-elements in this aspect of preventive child health. A coherent strategy for anticipating and preventing these illnesses would address the social as well as economic costs and benefits of action and inaction. A mathematical benefit-cost model with important policy implications has been developed by Schoenbaum et al. (1976) and has been applied to rubella immunizations. (The authors conclude that current United States practice of vaccinating children once at an early age prevents fewer cases of congenital rubella syndrome than were the vaccine to be offered to females at the age of 12; "benefits" and "costs" are also defined both in dollars and cents and in quantifiable human terms, both for the congenital rubella syndrome and for acute rubel la infection.)
Delivery o f Health Services Even though the prevalence of han dicapping conditions and their antecedents in childhood illness is dis proportionately greater among the poor, only 15.7 percent of children under 17 from families whose annual income is under $2,000 visit a physician during a one-year period, as compared to 53.9 percent and 57.6 percent, respectively, of children whose family income is $10,000 and above and $15,000 and above (National Center for Health Statistics, 1974a).
Differences in utilization of services cannot be ascribed solely to lack of money to pay for them, or to lack of availability. Bergner and Yerby (1968:543 -544) eloquently describe some of the barriers which make the poor less likely to take preventive measures or to seek early health care for acute illnesses:
The location o f services, the availability of transportation and the hours at which the services are offered all affect the true availability of the services. Too often these arrangements reflect that which is con venient for the provider o f service and quite inconvenient for the patient.. . in many places it may be several weeks before (the patient) can be Fit into the schedule. In many clinics he faces the prospects of long waits in dingy surroundings. He may be addressed in a manner that clearly indicates that the system regards him as just another burden with no personal dignity. He is all too likely to receive a cursory inspection or a single injection and non-communicative word or two and be sent on his way. Examinations may be performed without a modicum o f privacy, and his problems discussed within easy hearing of other patients. If a course o f treatment is prescribed, too little con sideration may be given to whether he can possibly carry it outphysically, emotionally, or financially . . . The patient's needs, expecta tions and priorities are not allowed to interfere with the functioning of the system. Such services as these militate against adequate health care for those people who have no better alternatives. The country has two systems of health care: private and frequently inadequate care for those who can pay; and "public" care, or no care, for those who can not. "Public" care, much of which is provided in hospital outpatient clinics, is generally fragmented, difficult to get to, overcrowded, and resorted to only in times of crisis, when the affliction is too grave not to seek help, however distasteful it may be (National Center for Health Statistics, 1974a).
For people whose family income is over $15,000, combined traveling and waiting time to see a physician is 43 minutes; it is 81 minutes for those on welfare and 66 minutes for other poor (National Council of Organizations for Children and Youth, 1976).
Miller ( In a study of EPSDT and Medicaid in Connecticut, a relatively wealthy state with many medical resources, Foltz and Brown (1975) detail why EPSDT had little impact on child health services: no new services were developed; a fragmented child health system was perpetuated; a state health department was limited to serving as technical adviser and facilitator; and a conflict between federal and state policy on eligibility for service led to a de facto lowering of the priority of poor children's health services. (A state decision to reduce welfare costs limited EPSDT funding, and the federal government did not enforce compliance.)
For families who can pay, the private health system, though ex pensive, unevenly distributed, and in some ways inefficient, can deliver excellent child health care. The differences between the two systems, and their relative costs, have been reviewed by Lowe and Alexander (1974) . They conclude that poor children receive less health service in all ways.
The facts of the current American health care system (variety, heterogeneity, specialization, fragmentation of programs, in dividualism, fee-for-service, and "freedom of choice") work against an adequate, rational basis for assuring the health of children. Even if every United States resident had the money to pay for a private practitioner, there would not be enough health services to go around, and children's health might not be advanced. Both rural and urban poverty areas suffer from a severe shortage of health services. Those private physicians available to the poor are frequently overburdened and unable to provide an adequate range of services for health maintenance. Between 1949 and 1969 the ratio of physicians to 1,000 children fell 34 percent from .67 to .44 (American Academy of Pediatrics, 1970:98). Beyond the problem of physician availability, Haggerty (1976) and Miller (1976:17) strongly urge attention not only to the nature and distribution of child health services, but to the assurance of access; in the words of the latter: "The great need for children's health is not a program that opens the door and awaits the arrival of needy children. The great and crying need in child health is for programs that reach out and involve children who cannot themselves enter the system and on whose behalf no present initiative is exercised to bring them in."
The above discussion brings into focus several important issues concerning the status of child health.
Where the means exist to ameliorate or eradicate health problems, such means do not equitably reach and serve the poor and the nonwhite. Thus, while infectious diseases become decreasingly important as causes of illness and death among the white population, they remain a leading killer of nonwhite children.
When services are provided for the poor, they frequently neglect minimal needs for privacy, dignity, and convenience, thus discouraging their use among those people who most need them.
Conditions which are primarily associated with poverty do not receive the concern and support that other conditions, which may af fect fewer children, but affect middle class as well as poor children, receive. As noted, lead poisoning affects more children than did polio before the Salk vaccine, and unlike polio before the Salk vac cine, is a curable disease; yet the government has been unable to commit the necessary funds to eliminate this major crippler of children.
While great strides have been made to decrease the incidence of organic disease phenomena, both mental illness and risks to children deriving from their physical and social environment have been large ly ignored and seem to be increasing.
The evidence is unequivocal that poverty and/or membership in a racial minority not only increase the likelihood of a serious or fatal physical or mental health problem, but appear also to compound the negative effects of virtually all conditions which predispose a child to further risk. The problem of low birth weight and its frequently resultant handicap is a case in point. Not only is a poor or nonwhite child more likely to be born premature, but he is more likely than his white, middle-class counterpart of comparable birth weight and gestational age to suffer one or more of the handicaps to which premature birth predisposes him. The next section of this paper pre sents a detailed examiniation of this aspect of risk in order to il lustrate the pervasiveness and complexity of the relationships among risk, handicap, poverty, and race. , 1970) . From 1966 to the present, however, there has been a continuing decline in infant mortality. Yet close examination of our infant mortality rates reveals that infant deaths between one month and one year of age are three times as great for our nonwhite as for our white populations, and the gap has actually increased dur ing the past decade (Wegman, 1975) . At higher income levels, however, the black infant death rate shows a marked decline and less discrepancy with the white rate. For the black income group between $3,000 and $4,999, the data show a greater rate of infant deaths than for families with incomes under $3,000 (National Center for Flealth Statistics, 1976a). This might be explained by greater availability of medical care for the "most poor." People with the lowest incomes are eligible for federally funded medical services that the less poor are not eligible for, yet are unable to afford on marginal budgets. These data suggest that while we are able to provide medical care comparable in quality to other countries, it is our more affluent and generally our white citizens who seem to be benefiting from our increasing knowledge and skill. Infant mortality rates are a revealing indicator of how many of our poor, and particularly our nonwhite, citizens may be excluded from the services our health technology can provide.
The Context of Child Health

Low Birth Weight and Infant Mortality
The best indicator of whether or not a baby will survive is birth weight, even when mor tality rates are corrected for other important variables such as social class, maternal age, parity, and race (Fort, 1971) . Infants weighing 2,500 grams or less (under 5Vi pounds) have a neonatal death rate about 22 times the rate for heavier babies, and account for twothirds of all neonatal deaths (Shapiro et al., 1968) .
Morbidity: Social Class and Ethnic Distributions o f Birth Weights
Since 1950, the distribution of births by weight for white babies has changed little, yet among nonwhite babies the proportion of smallfor-date babies has increased markedly. In terms of numbers, low birth weight affects roughly twice as many black as white children (Armstrong, 1972; Niswander and Gordon, 1972) . This disparity in birth weight between black and white babies may be more a reflec tion of the greater proportion of blacks who are poor than of race. Several studies demonstrate that an increase in per capita income is associated with increased birth weights among black infants (Scott et al., 1950; Naeye et al., 1971) .
A study of the correlates of low birth weight and infant mor tality in New York City demonstrates important relationships between overcrowding and poverty and perinatal risk (Struening et al., 1973) .
It appears from the evidence available, that the conditions of poverty, rather than race, may be primarily implicated in depressed birth weights.
Morbidity: Maternal Nutrition, Low Birth Weight, and Subsequent Handicap Perhaps the most important and direct influence on the fetal environment is maternal nutrition. Studies of the effects of war time nutritional deprivation on birth weights indicate that mean birth weights vary consistently with the nutritional level of the pop-ulation. The data also suggest that restoration of an adequate mater nal diet, even during the last weeks of pregnancy, may be sufficient to overcome the effect on birth weight of severe deficiency earlier in pregnancy (Smith, 1947) .
Additionally, nutritional supplements during pregnancy elevate the birth weights of the offspring of economically deprived mothers (Bergner and Susser, 1970) . Despite methodological flaws in several of the studies cited by these authors (such as a lack of careful baseline data on previous dietary adequacy, imprecise monitoring of dietary supplementation, and the lack of control populations in many of the studies), the data consistently suggest that improving maternal nutrition, regardless of race, improves the outcome of pregnancy and increases the birth weight of the infant.
Although the evidence supports a relationship between maternal malnutrition and low birth weight, the relation of maternal malnutri tion to subsequent functioning of the child is not entirely clear. Stein et al. (1975) , in their followup study of the effects of in trauterine exposure to wartime famine, found that maternal malnutrition per se does not appear directly to contribute to their in dex of adult mental performance of the children of the famine or to adult health problems. There was, however, a greater than expected frequency of congenital anomalies of the central nervous system. Although low birth weight is well extablished as accounting for excess mortality in infants, its relationship to child development, both physical and intellectual, as the previous study demonstrates, is not as clear.
Fitzhardinge and Stevens (1972) followed prospectively 96 fullterm small-for-date infants to determine the frequency and type of neurological as well as intellectual sequelae. Although major defects were uncommon in this sample, a high prevalence of less severe dysfunction was found relative to a control group of siblings. Roughly twice as many of these children displayed EEG abnor malities than would be expected among apparently normal children. Twenty-five percent showed some sort of speech aberration, as con trasted with 1.5 percent in the United States elementary school pop ulation. Average I.Q. was slightly lower for the small-for-date children than for their control siblings, but more important, 50 per cent of the boys and 36 percent of the girls had poor school perfor mance. One-third of the children with I.Q. results over 100 were fail ing consistently in school. The effects of low birth weight were not necessarily dramatic, nor always directly measurable. Rather they were frequently reflected in the "softer" realm of school perfor mance and may be expressed later in their adult roles as providers and parents.
The majority of studies correlating low birth weight (particular ly "small-for-date" weight) with later psychological and intellectual development do find low-birth-weight children to be significantly more subject to handicap (Weiner, 1970; Knobloch and Pasamanick, 1966; Harmeling and Jones, 1968) .
The strong relationship between low birth weight and poor school performance, independent of I.Q., demonstrates the inade quacy of I.Q. as a unitary measure of intellectual functioning and in dicates that the effects of low birth weight on children's functioning may be more subtle and pervasive or of a different quality than intel ligence testing can reveal. Not only is the child born into poverty more likely to incur perinatal risk, but the handicapping effects of that risk appear greater than for middle-and upper-class children born with ap parently equivalent risk (Illsley, 1967) . Biochemical data suggest that major portions of human brain development are left to post natal life, and that alterations in human brain biochemistry follow ing intrauterine deprivation appear to be recovered with good post natal care (Chase, 1973) . The Kauai longitudinal pregnancy study demonstrates that even severe perinatal stress appears to be compen sable in good postnatal environments (Werner et al., 1971 ). For children from the poorest homes, however, even a moderately low birth weight, between 4*/2 and 5' /2 pounds, is likely to be handicap ping (Drillien, 1961) .
The Social Class Distribution o f Handicap
Additionally, the prevalence of perinatal complications appears to be greater among upper-class Negroes than among lower-class whites (MacMahon et al., 1972) . This may be due either to dif ferences in the quality of medical care given to blacks of any social class, and/or to the residual effects of a family history of poverty in a newly middle-class family.
In summary, the data suggest: (1) that being poor and/or non white in our society carries with it greater risk of fetal and infant mortality and poor birth outcome; (2) that birth outcome is in large part related to controllable causes; and (3) that the effects of poor birth outcome are intensified by growing up poor.
Children's health and productive functioning are embedded in a social and economic context which can support or inhibit the development and the expression of their innate potential. Fundamen tal to children's health and functioning is a health system which is sensitive and responsive to the circumstances surrounding the es tablishment and maintenance of human life.
The Relationship Between Environmental Risk and Functional Potential
The Heredity-Environment Controversy This controversy has important implications for health plan ners, as well as for educators and architects of social policy. The fol lowing discussion disputes the argument that environment does not importantly affect intelligence and develops a rational philosophic framework for understanding the importance to children's function ing of the environment in which they grow; of the importance of changing those aspects of the environment which impede growth; of what is necessary to support those aspects which nurture growth. In order to make plans for children's health, one must proceed from a fundamental assumption that better care will result in the realization of certain performance objectives, that giving children help makes a difference. This is not to say that alleviating human suffering is in itself an unworthy reason for providing health service. One may responsibly argue that in a society as affluent as ours, nurturant human services should not have to be justified exclusively on the basis of objective criteria of outcome. There prevails today, however, a philosophy that in a competitive economy, investments in health, or for that matter, in child care, should be returned in increased productivity on the part of children and their families. This objective view must be taken seriously by health providers and planners whose personal ethical and ideologic orientations are essentially compassionate and humane. For as one looks at the data on the suffering of America's children and its developmental consequences, one sees that the pre sent child health structure, which has as its philosophic underpinning the compassionate response to a child with symptoms, is not suf ficient to deal with conditions which handicap millions. The authors' discussion is offered to enhance the evolution of a rational public policy on children's health, which might ultimately be more humane than our present one.
Many of the arguments of genetic determinism are persuasive. Studies of monozygotic twins reared apart show that their later I.Q.s correlate more closely with each other than do the I.Q.s of fraternal twins or siblings raised together, and adopted children demonstrate I.Q.s and educational levels which are similar to those of their biological mothers (Jensen, 1967) . The correlation between the adopted children's I.Q.s and the educational attainment of their foster mothers, however, is negligible. By contrast, a similar study demonstrates a 2 0 -point gain in the I.Q.s of adopted children over that of their biological mothers (Skodak and Skeels, 1945), and Bronfenbrenner (1976) points out that foster-and adoptive-home placement is not random; that adoptive children are likely to be placed with families whose background is in many ways similar to that of the natural mother.
Whether I.Q. tests are accurate predictors of adult functional potential is open to serious question. Unfortunately, they have been used widely as the major indicator of the effects of programs for dis advantaged children, such as Project Headstart. The heritability argument and unsullied belief in the predictive value of I.Q. measures can be and have been used unscientifically to discredit many efforts towards remediation of the effects of poverty. They support the contention that poverty is inevitable.
If the genetic consequences of years of selective breeding among people of low social class or nonwhite ethnic origin, or "low capacity residue," is considered an inevitable outcome, and if that "residue" largely accounts for membership in present-day lower socio economic class, a preponderance of which is nonwhite, certain political and racial implications follow. Efforts to enable poor people to develop the competence with which to achieve access to the goods and services of society, the argument follows, are doomed to fail.
The heredity-environment controversy is a hot issue today. The assumptions underlying it, that intelligence is a quantity, that it is unequally distributed (by nonrandom, genetic determinants), that it can accurately be measured, and that it predicts economic function ing are accepted by many, if not most, teachers, psychologists, physi cians, and policy makers. Health planners must address the issue directly. To what extent will efforts to improve the health and quality of the life of our nation's children succeed in making their lives more productive and happy?
Differential Environmental Importance for Intellectual Functioning among the Poor and the Non Poor A major assumption of the genetic determinists is that intelligence is fixed, because of its high hereditary component, and that the hereditary component of intel lectual functioning has roughly the same weight for various popula tions of people. That there is a genetic component to intellectual functioning is not at issue; that it is unrelated and unresponsive to en vironmental circumstances and environmental change is.
A study of twins from Philadelphia suggests that the relative power of heredity or environment to influence performance might be different among different population groups (Scarr-Salapatek, 1971). On a standard achievement test, scores of black twins were not found to be as similar to each other as the scores of white twins. And among lower income children, the scores of same-sex twins (which would include monozygotic twins who share the same genetic structure) were no more alike than the scores of the opposite-sex twins. Among upper income children of both races, however, the & scores of the same-sex twins were more similar to each other than the scores of the opposite-sex twins. ? If heredity were the primary determining factor in the test scores, one would expect the identical twin pairs to score more closely together than the non-identical twins, irrespective of environmen-■ ' < tal factors. It appears from these findings that among middle-and S upper-class children, genetic capabilities are more directly expressed ;'ii in test scores. Therefore children who share the same genetic struc-3 ture do indeed perform more similarly, when they are not a] economically disadvantaged; the environment exerts more influence jW in defining the functional potential of poor than of nonpoor children, ii Bronfenbrenner (1976:141), in a penetrating discussion of the ii heredity-environment controversy, suggests that performance reflects not simply a given amount of genetic potential, but also the capacity of a given environment to "evoke and nurture the expres-y sion of genetic potential." A critical function of his surroundings, then, is to facilitate the development of a child's innate endowment, m
The above discussion develops an argument on several levels to :3 demonstrate the importance of environmental factors to the develop-# ment of children. Poor and nonwhite children are far more likely to ab be born at significant risk than nonpoor and white children. A finan-;as dally impoverished environment exaggerates the potential for handicap following that risk. But, a nurturant and supportive environ-21 ment can permit the natural unfolding of a child's best qualities and y| capabilities.
The implication of these arguments is that poverty is not an in--jg evitable outcome of genetic selection, as has been claimed (Herrn-ay stein, 1971), and that social policy directed toward the remediation iin of selected problems associated with poverty is not doomed to fail ^ because of the genetic makeup of that population. This is not to say that poverty is an aggregate of "selected problems," and that giving ^ economically deprived pregnant mothers dietary supplements, for *5. example, will solve the complex processes in our society by which poverty, and its human damage, is perpetuated. Thoughtful health planning as well as other kinds of social planning depends not only ^ on the provision of services in order to ameliorate problems which ^ cause suffering and which can be alleviated, but also with larger .n public measures which affect the environment, people's prejudices (Comely, 1976) , and the distribution of economic resources. In this section, the conceptualization of child health will be rem examined, and alternative concepts and their practical expressions r offered.
Health and the Ecology o f Childhood
An alarming number of children suffer disease and death from en-0 vironmentally derived causes. The relationship between the environjjg: ment and morbidity and mortality seems clear when one considers 3;i accidents, lead poisoning, child abuse and neglect, failure to thrive, •f and increased perinatal risk. Additionally a relationship exists between the environment and the occurrence of organic illness, not 0 ? only in the child but in his family, above and beyond the inadequacy ^ of our health service structure to deliver technical services to the many in need. , E nvironm ental factors which are detrimental to child health can be considered in two conceptual "layers." The first "layer" is that which is most proximal, or most immediately "causal" to a particular disease. Lead paint is the direct cause of lead poisoning; an inflicted injury is the direct cause of child abuse; accessible hazards .. may be the direct cause of an accident; unfluoridated water causes a high caries rate. The second layer concerns adult functioning. Our present health ^ structure cannot adequately acknowledge the relation between adult f . dysfunction and childhood illness, between the needs of families and their relation to children's health. Childhood illness deriving from 11 dilapidated housing (plumbism), overcrowding (infectious disease), s°v inadequate nutrition (iron deficiency anemia, malnutrition, prek!r maturity), or accessible hazards (accidents, poisonings) may be more H I M M F Q / Health and Society / Summer 1976 ij, fundamentally a reflection of parental needs: for employment in ? J order to afford to house and feed a family adequately; for health care ^ for themselves; for help to overcome alcoholism or drug addiction; ^ for family planning; for day care to get some relief from the frustra-% tion of spending all day every day in a two-room apartment with four $ underclothed, underfed, crying preschool children; for adequate $ transportation in order to get to jobs, services, and day care. # Child Health and Poverty A child has a right to health. This -'® generally accepted principle presents a challenge to the American health care structure. If our health system attends to the ecology of A childhood, the relation of a child's life circumstances to his health if will lead to an understanding of the need to increase the jobs, goods, af and services available to poor people. rA Given what we know of the impact of poverty on children's *! health and life functioning, it is timely to make a principled and i'1 strong statement about its relation to the planning of health m programs. Poverty, in the United States and elsewhere, appears to cause-directly or indirectly-a great amount of morbidity and W mortality in children. Its essentially destructive quality is paid for ::t, not only in human suffering, but also in subsequent hospital costs, reduced productivity, drug abuse, and crime.
. Illness phenomena in children are frequently complex layerings of increasingly proximal cause. The diagnosis of a childhood illness ought additionally to take into consideration the continuing change of the developing organism. A weakness of the current diagnostic nomenclature is in its neglect of causal and developmental, in favor of manifestational, descriptors of illness phenomena. This is par ticularly true for the several pediatric symptom groups which seem primarily to derive from "social" or interpersonal causes. These "ill nesses" include:
failure to thrive accidents and ingestions child abuse and neglect pica and poisoning with lead-based paint rumination excessive bottle feeding (often with iron-deficiency anemia as a consequence) "idiopathic" feeding disorders without demonstrable organic cause "habit" disorders learning disability hyperactivity bronchial asthma
The individual physician's capacity to perceive all of the perti nent information on a given child with poorly differentiated illness is necessarily limited. He is constrained by a mother's ability to observe and accurately report a child's illness data. (Since her own behavior may be a principal cause of her child's symptoms, the infor mation she provides must be elicited skillfully and interpreted critically.) The nature and scope of clinical practice and professional training do not equip the physician to interpret the various psy chological and environmental phenomena which operate to produce a particular symptom in an individual child who presents to him at a particular time.
A more causally and developmentally sensitive diagnostic nomenclature is necessary, both to guide the practitioner in sorting through the multiple variables attending illness, and as a conceptual basis for developing a preventively oriented child health care system.
Preventive Services: Early Identification and Amelioration o f Risk
The critical quality of childhood is change. A growing human organism is especially vulnerable in his early years. His ability to resist infection and his capacity to fend alone are limited; his nervous system and his ability to operate in an organized way on his environ ment are constrained by a prolonged period of dependency. As his innate structure matures, he is susceptible to many exogenous in fluences. To the extent that he is protected from too great physical and psychological risks, the process of growth will lead to his development into a healthy and integrated person.
On the other hand, if risks to his development are not iden tified and ameliorated early, his growth may be affected adversely and profoundly. The consequences of physical and psychological ill ness early in life may not become apparent until later. The develop ing nervous system is especially vulnerable. For example, early infec tion exerts an important toll in later dysfunction. In regard to his personality, for example, serious parental psychologic disturbance may be associated with later stigmata of childhood behavioral deviancy; violence in the home in early childhood seems to be as sociated with aggressive behavior in adolescence and adulthood; and early separation or parental loss are associated with an increased risk of psychiatric disability.
A health structure designed to maintain the well-being of children will have to acknowledge the process of change in childhood. The importance of intervening early in illnesses which may present in subtle early forms means that the fundamental con cept of the system should be the prevention of illness.
Specific services, able to identify early risks and act on them, do not, in general, exist at present in the American health structure. This is partly due to the nature of current medical practice, which is usually limited to episodic contacts during specific illnesses once a child's immunizations are complete. To be sure, as was pointed out earlier, not all American children even receive immunizations. To maintain children's health adequately, a commitment to provide necessary services will have to be made. Their right to health could be assured, with their access to all phases of the health care system a matter of fundamental entitlement. Their potential health problems should be identified early, as detailed below, and an orientation of the system toward assuring their adequate growth and development by preventing illness and its consequences would lead to a different organizational and financial structure for child health services.
Toward Rational Problem-Solving: Screening for Risk and Delivery o f Service as a Matter o f Right
A more nearly universal care system, with equal access to health ser vices for all the nation's children, would go far to ameliorate the problems and consequences of childhood disease among both rich and poor. Fundamental conceptual changes in the nature of the delivery of health services to children would involve, in addition to entitlement, ( 1) an ability to understand-and to act on-the rela tion of a child's environment to his health (e.g., lead-based paint and household hazards); (2 ) an understanding of child development as a dynamic process where the family-child dyad is the ideal unit of practice; and (3) a capacity to perceive the special process of sampl ing which leads to an acknowledgment of illness in certain popula tions but not in others (e.g., psychiatric illness in children of upperincome families is currently more likely to be ascertained and treated than in children of lower-income families, where it may be ignored or regarded as normative behavior; whereas child abuse case reports are virtually only of poor children) (Joint Commission on the Mental Health of Children, 1970; Newberger and Daniel, 1976).
The screening of children for risk at certain intervals has been discussed widely; it has never been systematically implemented in America. The Developmental Disabilities Act and the plans for the identification of handicaps in many states give hope for a more effec tive instrument for sensing needs in childhood and delivering service when it is needed.
The technical methodology of health screening for children is amply discussed in the current medical literature (Frankenburg and Camp, 1975) . Although there is no universal agreement on the number of screening studies to be performed at particular levels, nor on the length of the intervals, there is consensus on the need for early recognition when prevention or treatment is most likely to be effec tive, as well as for the identification of the populations at greatest y risk and therefore most likely to benefit from specific procedures. When Title XIX of the Social Security Act was amended in 1967 to make health screening for childhood Medicaid recipients man-' datory, it was with a view to encouraging the use of health resources before illnesses became irreversible or chronic. Whether health screening ought primarily to take place in medical as opposed to other service structures is less a subject of cur rent discussion. For the most part, preschool children in America are not consistently in contact with any institution of society, and it seems logical that whichever component of the service system a ak preschool child contacts should see to it that his health needs are met. i;r
The fundamental concepts are entitlement and access; the ;$g. specific institutional setting in which the need for services is defined is less important. Were all children receiving continuing comprehen sive health care (which would include all appropriate techniques for jj-the identification of risks and developmental deviations), then , i 0 screening per se would not be necessary. & The several options for the site of preventive child health ser£Ji vices include the health care system itself, child care institutions, and the welfare structure. Irrespective of where the screening and preven-|P tive care for children take place, however, its universality is a j, primary goal. It is likely that the future health care system for r children in America will be pluralistic, both in respect to the institu tions offering service and the specific populations served. Equal ac-^ cess to high-quality services, and an adequate distribution of r resources to all the nation's children cannot simply be assumed: agj gressive "outreach" including health education and screening, to those not customarily entitled-the poor, the children of migrants, children in institutions or in foster care, for example-will be neces sary. The question in regard to these "social" illnesses of early childhood has more general implications for child health, and particularly for mental health. It has to do with what we are able to bring ourselves to do for families and children in serious trouble and our capacity to look critically at our professional activities and to acknowledge and act on their limitations. In the interval between birth and four years of age, the impact of an inadequate nurturing environment is manifested powerfully, if not irreversibly, on a developing child. Certain clinical syndromes present urgent evidence of a major threat to the child's adequate growth, if not to his very survival. These illnesses are childhood acci dents and ingestions, pica (or the relentless craving for non-food sub stances, leading occasionally to poisoning by lead-based paint), failure to thrive, and child abuse and neglect. They are not confined to a particular social class, and they account for a considerable share of early childhood morbidity and mortality in the United States. These illnesses appear to derive from situations of family distress, in cluding poverty, poor housing, illness in one or both parents, marital difficulty, drug dependency, and joblessness. Such distress in a fami ly's life setting seems to affect the parents' realistic perceptions and expectations of their child and their capacity to provide for his needs and to protect him from harm.
Medical and psychiatric treatment for this group of illnesses in childhood often seem to bear no consistent relation to the outcome. There are many reasons for this unfortunate fact, which have to do partly, but not exclusively, with the limitations of professional knowledge and competence. They include public policies toward poor people, among whom these illnesses seem particularly prevalent, an inadequate commitment to provide the services needed to help these unfortunate families, and a curious and regrettable tendency to "blame the victim" if his illness derives from his life cir cumstances (Ryan, 1971). It seems as though the traditional doctorpatient or therapist-patient relationship is simply not sufficient to af fect the causes of these disorders, which may be based less in the parents' personal life-adaptations than in their environments. Families' housing, jobs, and financial and legal worries are not the traditional ground for medical intervention; doctors, psychiatrists, social workers, and nurses do relatively little to effect the kinds of changes which are necessary to prevent recurrence of these illnesses in many of the children at risk and to prevent the serious social se quelae of these early childhood illnesses.
For a professional person to acknowledge this fact means aban doning his strict technical role and applying different methods of in tervention to affect the causes of distress in a family. A method for helping children and their families, "advocacy," through direct ac tion seeks to intervene to ameliorate causes of family distress.
The concept of advocacy is based on several fundamental prin ciples for personnel and institutions:
1. Non-professional community members are important resources for insight and skill about raising children.
2. Effective child rearing is not necessarily related to educational and economic status. Specifically, the ingenuity and talent required to be a successful parent in the ghetto are different from, and perhaps more important than, the kinds of competence which are represented by professional degrees.
3. Meaningful communication skill related to child rearing and sustaining children's health is related to the professional's ability to perceive and respect cultural diversity in child-rearing practices and values.
4. Health structures, including hospitals, perform their technical tasks more efficiently as the insights, skills, indigenous methods of problem-solving, and modes of communication of the subcultures whom they serve are acknowledged, appreciated, and in corporated into the repertory of preventive and therapeutic tech niques.
5. Especially regarding the nurturing of children, but in many other professional encounters as well, the participation of the parent in formulating the plan for his child is a vital ingredient for the suc cess of treatment.
6 . In any observational setting, the data are always affected by the instruments of measurement. For the perception of childhood growth phenomena, of the determinants of disordered development, and of the success of intervention, the data are enhanced if observa tions are made within the cultural setting.
7. In considering technical methods of resolving health problems which derive from qualities of life in the community, it is important to acknowledge at the outset the importance of com munity participation in defining the methods and goals of interven-tion. Its humane and ethical significance understood, a meaningful element of input by members of the community strengthens the technical capacity of programs to deliver services and permits the ac curate perception of pertinent phenomena of community life which affect the population being served. Advocacy Methodology: Direct Action 1. Helping families to get what they need to survive and to care optimally for their children, and helping them to become in the future their own advocates.
2 . ^ Interceding on their behalf with community service struc tures, health resources, courts, landlords, and employers.
3. Teaching of age-specific child-development skills, including care (holding, washing, feeding, toileting); play skills (including how to use readily available household items and making simple toys); and social skills.
4. Offering compassionate advice, a sympathetic ear, someone who wants to be called when help is needed, and a mature and com petent perspective on what it means to be a parent. Implications o f Advocacy for the Young One would hope that as an effective methodology of intervention for environmentally derived childhood illness is developed, that the community will respond in adapting methods of perception and treatment as well as specialized and unspecialized personnel more appropriately to its needs.
If, as is likely, the important environmental determinants of adult dysfunction, including violent responses to stress and syn dromes of mental illness, can be identified in childhood, then fun damental, causal prophylaxis should be possible. Individual ap proaches to treatment cannot, except indirectly, and for small numbers, identify the primary environmental components which predispose to illness. Epidemiologic methods are better suited for this purpose (Kramer, 1975) .
For children, especially, whose personalities are significantly formed by the time they begin school, environmental and familialas distinct from individual-causes of dysfunction may most ef ficiently be defined and controlled early. Formal service and educational structures do not-again, except indirectly, as siblings and parents are affected-generally affect a child in the critical years between birth and school. The development of his personality is therefore profoundly affected by whatever quality of life is to be found in his home.
If a preschool child from a troubled family is enrolled early and regularly in a child care setting propitious to his development, he is singularly fortunate. Should there be a catastrophe in his life which leads his family to contact an agency which offers shelter in crisis, a deficit in his development may be perceived and compensated. Regrettably, and especially for infants and toddlers, this is rarely the case.
Home is the natural, logical resource for the successful nurtur ing of a child. Preventing illnesses, social, psychological and physical, will primarily be accomplished here. The family is likely to remain the archetypal model of child rearing in most human social systems. Identifying the causes of its weaknesses in epidemiologic perspective and developing ways of sustaining its strengths to nur ture its individual offspring should contribute initially to our com petence to deal with the health needs of children. Ultimately, it should improve our ability to prevent disturbed adult behavior as well.
At the present time, we do not know whether continuing contact with medical structures can make an important impact on a family's competence to parent its offspring. There is, however, evidence to suggest that a medical setting is a favorable entry point for disturbed families who for various reasons resist contact with other serviceproviding resources. Medical personnel are committed in theory to professional practice which is less "judgmental" than that which one might encounter, say, in court or at school. Medical institutions which offer services to children and families have diverse technical functions, among which are a social role that by tradition is low-key, directly helpful, and unintimidating. So too, should be their ad vocacy programs. It is said that many traditional institutions, in cluding hospitals, schools, courts, and the military, tend to drive families apart. In a child-advocacy program, continuing contact is both the vehicle to bring parent and child together and the framework to see how certain kinds of helpful intervention make a difference for the child.
Program Recommendations for a Better Health Structure for Children
The ultimate objectives of a child health structure are to prevent lasting dysfunction and to maximize an individual's capacity to lead a productive and rewarding life. For these objectives to be reached, it is necessary to have a system which, for a large population of children, is able to define risks, to identify the means which will com pensate these risks, to deliver these services to the individuals in need, and to carry on research and evaluation for the continuous improvement of the programs to sustain health and prevent and treat illness. The five elements of such a structure are the following: Similar calculations might be done for diphtheria, whooping cough, salicylate and lead-paint poisoning, and childhood accidents, were current prevalence and control data available (see Schoenbaum et al., 1976) . The cost of deviant adult behavior which stems from early childhood neurologic and psychologic risks is impossible to quantify. It is probably enormous, both in terms of medical in stitutional expense and of the price which society pays for criminal adult behavior. Numerous retrospective studies of adult offenders point to an almost universal background of childhood illness, family crisis, foster care, and early behavioral dysfunction, with few efforts at remediation.
Abstract cost-benefit projections, aside, however, it is likely that there is already enough money within the present child health system to begin a universal comprehensive care structure. The cost is simple to calculate. Assuming 3 million births each year and a $167 expense for each of 16 years of services (Miller, 1976) , one arrives at a figure of about $8 billion per year which would begin such a service program for all the children in the United States at this time.
It appears as if the resources necessary for a comprehensive child health program are already being spent (Wallace, 1975) . Through a combination of national health insurance, whereby in dividuals would be enfranchised to receive health services, and the development of a method for allocating sufficient resources for preventive services, the investment could become much more productive. To accomplish these goals, both a national health policy which assures the payment for American citizens' health services and the appropriate distribution of these services will be necessary.
If for political and economic reasons it is not possible to enact national health insurance for the entire population, it would seem sound policy to take an intermediate step with the enactment of a universal health program for mothers and children. This would be analogous to the provision of medical care for the elderly, for which we already have a precedent.
In the light of experience with financing programs like Medicaid, it is essential that national health insurance legislation make provision for an equitable distribution of resources in addition to financing them adequately. Adequate quality of service would be assured, and appropriate incentives provided for the maintenance of health.
Planning
Several options exist for the sites of childhood preventive health ser vices. How they might be built into other services for children (e.g., day care and educational programs) or into health services for adults and families will have to be determined by units close to the popula tion bases served. Not one but several models for child health ser vices will probably evolve in response in local needs.
Just as there is no reason to argue for child health services to be based in one service structure as opposed to another, so too, is it un necessary to posit a uniform program for the services, so long as they meet certain standards of care.
Where a child health structure independent of the mechanism for providing health services to adults might be preferable in a sparsely populated rural community, for instance, in order more ef ficiently to find the babies, examine them, and deliver their im munizations, in a particular urban area where drug abuse and venereal disease were major problems, it might be more desirable to integrate child health activities into adult services, the better to acknowledge a family's complex health problems which might im pinge on its children.
Available data, previously cited, indicate an increased prev alence of virtually every handicapping condition among poor children. The implication of this fact for preventive health services is obvious: as long as poverty persists, services will have to be more plentiful and intense for the children of the needy.
Because infantile mortality rates are significantly higher in these populations, and with the knowledge, previously cited, that such programs as Maternal and Infant Health Services are indeed effective in lowering infantile mortality, it follows that expansion of these programs, or their equivalent, is logical, as fewer than a fifth of those in need are currently being served (National Council of Organizations for Children and Youth, 1976:45).
If the mechanism for determining the nature of child health programs is to be situated in local units-in order more accurately to tailor the program to the needs of the child population-a basic ele ment in the structure will have to be a way of getting services to the children who might otherwise be deprived of them.
The concept of health advocacy for children has been developed in the previous discussion. By assuring the continuing delivery of ser vice, health conditions which might reduce a child's potential to compete in our economic system would be ameliorated. The right to services would be assured, even if, as seems regrettably likely at the time of the American Bicentennial, the child's right to the goods and resources of society would be a function of his family's wealth or of his ability to fight for them.
Screening, Evaluation, and Surveillance Methodology
An accurate system for the collection, storage, and retrieval of child health information would allow local, state, and national health planners to define needs, develop methods, assign resources, and evaluate their effectiveness in a rational way. Where current infor mation on children's health derives from occasional surveys (e.g., health surveys, hospital case reports, immunization surveys) and from the experience of specific programs which serve portions of the childhood population (e.g., neighborhood health centers, Maternal and Infant and Children and Youth Health programs, etc.), a sensor able accurately to define individual children's health needs and to provide the information to assure that they are met would be an in valuable tool in bringing about an acceptable level of child health in America.
Information stored would be minimal, such as data on im munizations and major illnesses, and the confidentiality of the data would have to be protected assiduously (Hobbs, 1975:161 -168) . Ac curate program planning and evaluation, too, would be enhanced by an information system which allowed a continuing reading of the prevalence of certain conditions in relation to the delivery capacity of the service structure (Institute of Medicine, 1974) . The under standing of the distribution of childhood disease which would be pos sible from such an information system would generate insight into the causes of illness outbreaks and would point the way to their more effective resolution and subsequent prevention.
Delivery System
The hallmarks of an adequate child health care delivery system are listed in outline form as follows:
1. Universal access to health technology a. Acknowledgment of the relation between environmental risk and functional potential. b. Continuity of screening of all children to ascertain need. 2. Commitment to the use of preventive technology a. Advocacy to assure delivery of service b. Each service structure to assure that the health needs of children are acknowledged. 3. Child health boards, perhaps as part of such Child Development Councils as recommended by the Joint Commission on the Mental Health of Children (1970) , which would serve as a powerful lobby for the health and welfare of children. a. These may be the local counterparts of state 4-C (Community Coordinated Child Care) committees. b. Focus on the needs of children in specific areas. c. Systematic attention to children's health needs, and assuring their provision, including:
(1) Medical needs:
(2) Basic life needs:
(3) Milieu services:
pregnancy care for mothers perinatal care primary and backup care transportation to sites of care school counseling psychiatric services housing food water heat parental employment and health freedom from environmental hazards institutional responsiveness media regulation sex education civil rights recreation 4. Linkage of child health care planning to the rest of the health care planning nechanism and to other child care services, such as day care, early childhood education, and formal school programs. a. Ultimate integration of human services is desirable in strengthening the integrity of a child's nurturing context. b. A developmental view of child health will lead to a more organized and coherent service system, in that the conse quences of childhood illness-and, conversely, the antecedents of adult dysfunction-will be observed and understood; ap propriate planning and action will more nearly be possible. c. As experience is being gained with programs for preventing developmental attrition, so commonly seen in young disadvan taged populations, it is becoming more feasible to match ap propriate intervention programs to the child and family in need. M anpower ( Training, A ssignm ent, and Supervision)
The development of adequate child health manpower will ideally fol low a similarly rational evolution, as will the other elements of the child health structure. Based on a knowledge of the health needs of the children in the American population, and understanding the dis tribution of illnesses and the variety of methods which are necessary to assure access to preventive and therapeutic services, the needs for various categories of specialized personnel will become apparent.
Some revision of current roles will, to be sure, become neces sary. Pediatricians, for example, are already involved in health program planning and administration in significant numbers. The large amount of time which they now spend performing routine technical tasks would be diverted to the treatment of more complex illness problems, the supervision of other technicians, and higherorder conceptual problems of health program planning and manage ment. Their professional training, which now consists almost ex clusively of hospital-based clinical practice directed to the diagnosis and treatment of the rare child health problems, will have to be modified to develop their skills as leaders of the child health system. Nurses, whose talents are largely restricted to the care of the sick child, could with appropriate training become the technical mainstays of the system, as child health nurses and midwives have become in most other parts of the Western world. Under the supervi sion of physicians, they would assess the development of infants and older children, deliver immunizations and simple treatments, and link more complex cases to more highly specialized personnel and in stitutions. Silver and McAtee (1975:959) note the importance of developing an appropriate concept of primary health care for nurses in order to "adapt and expand the educational experience its stu dents and graduates receive . . . and better prepare them to meet a greater portion of the total health care needs of the public." With this concept and technical preparation a meaningful sense of role will have to evolve for nurses, who have struggled historically and in cur rent medical organizations to create a profession between the orders of the physician and the needs of the patient (Freidson, 1973:57-69) .
Other categories of health manpower which would evolve in a preventive child health program are social workers, advocates, whose backgrounds and roles have been described earlier, and the several categories of personnel whose roles are not easily grouped under one generic classification but who for the most part have high school degrees and varying amounts of specialized technical training. The latter personnel include child health technicians, pediatric as sociates, and Medexes who perform physician or nurse-assistant functions at several levels of skill and independence, laboratory technicians, child care workers, who frequently have competence in behavioral and development assessment, and lay personnel with ad ministrative and managerial skills.
The training and support of the many elements of child health manpower is a complex matter which will have to be addressed while the implementation of a national child health program is planned and developed. It will require a comprehensive and collaborative ef fort of training institutions, health care providers, and professional managers. Perhaps more than any other technical task outlined in this document, it will require consummate technical skill, diplomacy, and astute management. Many years of tradition, and a large invest ment of human energy and real resources, have made our medical and nursing schools and their graduates zealously independent of one another. Getting professional people to work effectively together toward the better health of children in America is a noble and for midable challenge. Doing the job will require the right amounts of money, time, patience, and humor, and a serious commitment to making their work personally and intellectually exciting.
